Medicine in Old Age
Accidental Hypothermia A. N. EXTON-SMITH British Medical Journal, 1973, 4, 727-729 It is generally considered that a hypothermic state exists when the deep body temperature falls below an arbitrarily defined limit of 35°C (or 95'F). The term accidental hypothermia is used to imply that the lowering of the body temperature is unintentional and it has to be distinguished from hypothermia induced for the purposes of medical or surgical treatment.
Incidence
The British Medical Association Committee on Accidental Hypothermia in the Elderly,' after reviewing the descriptions of cases published in Britain up to the early 1960s, concluded that there was no accurate information on the incidence of the condition. The hospital reports indicated that very few cases were recognized before admission and elderly people with hypothermia suffered a high mortality. Death In response to cold the heart rate slows due to sinus bradycardia or to slow atrial fibrillation. In the early stages the blood pressure is maintained but a fall in blood pressure in spite of the intense peripheral vasoconstriction is a bad prognostic sign. The electrocardiogram often shows some degree of heart block with lengthening of the PR interval and delay in intraventricular conduction. A pathognomonic sign is the appearance of a "J" wave with a characteristic deflection at the junction of the QRS and ST segments. These waves, which are usually best seen in V4, occur only in about a third of cases.
ALIMENTARY SYSTEM
Post-mortem examination often shows acute pancreatitis, but the clinical diagnosis is rarely made. The clouding of consciousness and the muscular rigidity of the abdominal wall due to hypothermia obscure the usual signs, but pancreatitis should be suspected if the patient is seen to wince when firm pressure is applied to the epigastrium. The serum amylase is raised in most severe cases of hypothermia.
Management
Patients with mild degrees of hypothermia (with a temperature just below 35°C) can sometimes be treated at home. The adverse social circumstances which led to the hypothermia often preclude home treatment, even in these less serious cases. When the deep body temperature is less than 32°C urgent admission is required since treatment can only be given in hospital.
There has for long been controversy about the best way of restoring normal body temperature. The dangers of rapid rewarming, which may cause circulatory collapse and an "afterdrop" of the deep body temperature, are well known. It is therefore often advocated that there should be no active rewarming at all, the patient being lightly covered in a ward at an ambient temperature of 21°C and his temperature allowed to come up very slowly. The disadvantage of this method is that when there has already been long exposure to cold at home the period of hypothermia is greatly prolonged and irreversible changes in the tissues may take place. The incidence of complications and the late mortality are related to the duration of the hypothermia. There is need for further investigation of methods of rewarming, but the assessment of results using different methods of treatment is made difficult because prognosis is determined by the nature of the underlying disease as well as by the severity of hypothermia. It is now believed, however, that better results can be obtained by more rapid rewarming provided the patient is treated in an intensive care unit.
Most patients with severe hypothermia will require the following measures: (1) the administration of oxygen and the institution of intermittent positive pressure ventilation; (2) the insertion of a central venous catheter for the measurement of pressure and the administration of warm fluids; (3) the correction of dehydration and of metabolic acidosis; (4) the intravenous administration of hydrocortisone and a broad-spectrum antibiotic, which is given because bronchopneumonia often develops insidiously; and (5) the continuous or frequent monitoring of deep body temperature.
When accidental hypothermia is associated with barbiturate overdosage, peritoneal dialysis has been used successfully with the dual purpose of removing barbiturate from the blood stream and for rewarming the large vascular areas and organs of the abdomen. Only if there is a strong suspicion from the clinical history or laboratory evidence that the hypothermia is due to myxoedema should tri-iodothyronine be given. The dose used is small (10 ,ug eight to twelve hourly) since in high dosage myocardial infarction may be precipitated. 
